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Development of Clinical Practice Guidelines:
Care of the Patient Following Anesthesia
Perioperative Services
PROBLEM STATEMENT:
The written standards of care for patients in the Post Anesthesia Care Unit 
(PACU) in a Magnet® hospital were in need of amendment.  Inconsistencies in 
practice among PACU RNs had also been noted.
PURPOSE:























g. Assess readiness for weaning from mechanical ventilation and extubate per
protocol/physician order.
h. Provide reassurance to patient/family to decrease anxiety.
(Schick, 2010)B. Breathing
1. Once airway patency is assured, assess ventilation and breathing including
respiratory rate, rhythm, depth of respirations, respiratory effort, pulse oximetry and
breath sounds on admission.a. Monitor respiratory rate and effort every 5 minutes for first 15 minutes,
then every 15 minutes during Phase 1 or more frequently as patient’s
condition requires (ASPAN, 2011).
2. Monitor continuous pulse oximetry during Phase 1. This is necessary for early
detection of hypoxemia in the post anesthetic patient (ASA, 2002).
3. Assess for signs of hypoxemia which include dyspnea, cyanosis, altered mental status,
agitation, obtundation, tachycardia, hypertension, and arrhythmias (Dunn, 2007).
4. Administering supplemental oxygen during emergence from anesthesia is especially
important for the general or spinal anesthesia patient (Drain, 2009). Administer oxygen
and titrate according to patient need to prevent hypoxemia (Sa02 > 93%) using one of
the following modalities:a. Nasal cannula: provides 24-40% O2 with flowrate up to 6 L/min.
b. Simple face mask: provides 40-60% O2 with 5-10 L /min.
c. Face tent: provides 30-55% humidified O2 with flowrate 4-10 L/min.
d. Non-rebreather mask: provides 40-100% O2 with flowrate 6-15 L/min.
(American Association for Respiratory Care [AARC], 2002)
5. Assess for hypoventilation (ineffective respiratory effort) which may result in
hypercapnia and acute respiratory acidosis (Dunn, 2007) and treat cause:
a. Ongoing sedation- monitor closely and attempt to arouse patient, do not
leave bedside.b. Narcotized - consider naloxone administration if severe.
c. Pain/inadequate analgesia
d. Reparalysis or incomplete reversal of neuromuscular blockade:
i. Patients may experience generalized muscle weakness, shallow
respirations and if awake may appear anxious and restless.
ii. Consider myasthenia gravis, pseudocholinesterase deficiency, or
hypothermia as possible causes (Dunn 2007).
iii. Notify the anesthesiologist as patient may need additional reversal.
e. Upper airway obstruction (see IV.A.3.)














IV. GUIDELINE A. Airway
1. Airway patency should be assessed immediately in the patient emerging from
anesthesia. One to one monitoring should be performed until stable/secure airway is
ensured. One to one monitoring should also be employed in any unconscious patient
less than 8 years old (ASPAN, 2010).2. Position the patient with the head of bed elevated or in lateral decubitus position,
unless contraindicated, to maximize airway patency (Dunn, 2007).
3. Monitor for signs of upper airway obstruction in the sedated patient which may
include increased respiratory effort, snoring, use of accessory muscles, asynchronous
chest movement, and/or signs of hypoxemia (restlessness, agitation, lethargy, etc.).
Treat by:
a. Stimulate the patient.b. Reposition and/or head tilt- chin lift; elevate head of bed.
c. Insert nasopharyngeal or oropharyngeal airway.
d. Suction if needed.e. Ventilate by bag/valve mask and notify the anesthesiologist.
f. Prepare for intubation.g. Consider use of continuous positive airway pressure in patients with known
obstructive sleep apnea under direction of physician and respiratory
therapist.
4. Laryngospasm, caused by spasm of the vocal cords, is an airway emergency which
may occur after extubation. Partial airway obstruction due to laryngospasm is often
signified by stridor. Treat by:a. Elevate head of bed and immediately notify the anesthesiologist.
b. Apply 100% humidified oxygen (Shick, 2010). Treatment may als include
inhaled racemic epinephrine and/or intravenous corticosteroids.
c. Total obstruction due to laryngospasm can be indicated by absence of
breath sounds, agitation and hypoxemia. Provide immediate treatment
using positive-pressure ventilation by bag valve mask, and prepare for
reintubation (Schick, 2010).5. In intubated patients with endotracheal tube (ETT) in place:
a. Maintain ordered ventilator settings. Obtain assistance from Respiratory
Therapy as needed and to verify correct settings.
b. Attach patient to ventilator and assure adequate tidal volume is obtained.
c. Check ETT size and placement. Ensure ETT is secured with tape or ETT
holder.d. Apply soft limb holders to patient as needed to prevent accidental
extubation during emergence from anesthesia; remove when cooperative,
awake and alert.e. Suction orally or via ETT if rhonchi auscultated or if secretions are visually
present.f. Administer reversal agents per anesthesiologist prior to
weaning/extubation.
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I.  INTRODUCTION/PURPOSE: 
The purpose of this guideline is to provide evidence-based recommendations to facilitate general care
and treatment interventions specific to the patient after administration of general anesthesia,
monitored anesthesia care, and regional anesthesia. It recognizes that the postanesthesia period is an
extension of the anesthesia process that requires close monitoring of oxygenation, ventilation,
circulation, level of consciousness and temperature (American Society of Anesthesiologists [ASA], 2009).
These guidelines may be applied to patients of all ages, and should be modified to meet the individual
needs of each patient. Theses guidelines do not address specific postsurgical needs of the patient, and
are not meant to supersede physician orders. In addition, the nurse should notify the anesthesiologist
and/or surgeon for unusual circumstances or in any emergency situation.
II. DEFINITIONS 
General Anesthesia: A drug-induced loss of consciousness during which the patient is not arousable,
even to painful stimulation. The ability to independently maintain ventilatory function is often impaired.
Patients often require assistance in maintaining a patent airway and positive pressure ventilation may
be required because of depressed spontaneous ventilation or drug induced depression of
neuromuscular function. Cardiovascular function may be impaired.
Monitored Anesthesia Care (MAC): A drug-induced depression of consciousness during which the
patient responds purposefully to verbal commands either alone or by little tactile stimulation. No
interventions are required to maintain a patent airway, and spontaneous ventilation is adequate.
Cardiovascular function is usually maintained and recovery is typically more rapid than general
anesthesia. Monitored anesthesia care implies a deeper level of sedation than that provided by
moderate sedation, and is always administered by a member of the Anesthesia Department.
Regional Anesthesia: Involves the introduction of local anesthetics to block the nerve supply to a part of
the body. Regional anesthesia includes peripheral nerve blocks, epidural and spinal anesthesia. Spinal
anesthesia is achieved by injecting local anesthetics into the subarachnoid space and provides significant
neuromuscular blockade. Epidural anesthesia is achieved by introducing local anesthetics into the
epidural space. Continuous blockade may be maintained by infusions through the catheter left in place.
Phase I: The level of care in which close monitoring is required including airway and ventilatory
support, progression towards hemodynamic stability, pain and fluid management, and other acute
aspects of patient care (American Society of PeriAnesthesia Nurses [ASPAN], 2010). This level of care is
required to recover patients after receiving general or major regional anesthesia, or after intraoperative
complications in any patient (Drain, 2009).
